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HOME  HEALTH  AGENCY  PROSPECTIVE  PAYMENT  DEMONSTRATION 

PROJECT  DESCttTPTinv 

BACKGROUND 

The  Health  Care  Financing  Administration  (HCFA)  is  directed  by  section  4027  of 
Public  Law  100-203,  the  Omnibus  Budget  Reconciliation  Act  of  1987  (OBRA-87)  to 
conduct  a  demonstration  of  alternative  methods  of  prospective  payment  for  home 
health  agencies  (HHAs)  under  Medicare.   The  purpose  of  the  HHA  Prospective 
Payment  Demonstration  is  to  test  the  costs  and  benefits  of  prospective  payment 
compared  to  the  current  retrospective  cost  reimbursement  system  for  HHAs,  as  well  as 
compare  the  relative  advantages  and  disadvantages  of  alternative  prospective  payment 
approaches.   In  addition,  the  demonstration  permits  the  collection  and  analysis  of  data 
concerning  HHA  patient  characteristics,  service  mix,  and  costs,  and  should  provide  an 
improved  understanding  about  several  aspects  of  home  health  care  that  have  not  been 
thoroughly  investigated. 

The  Office  of  Research  and  Demonstrations  is  being  assisted  in  the  design  and 
implementation  of  the  demonstration  by  Abt  Associates,  Inc.   The  operational  phase  of 
the  demonstration  began  in  October  1990. 

PROJECT  DESIGN 

The  project  is  being  implemented  in  two  phases.    In  Phase  1  of  the  demonstration,  a 
"per-visit"  payment  method  is  being  implemented  at  34  HHAs  (with  a  randomized 
control  group  of  33  HHAs)  in  5  States  -  California,  Florida,  Illinois,  Massachusetts,  and 
Texas.   These  agencies  are  being  phased  into  the  demonstration  during  the  period 
between  October  1,  1990  and  October  1,  1991  at  each  agency's  fiscal  year  end.   Each 
HHA  will  participate  for  3  years. 

Beginning  in  1992,  HCFA  plans  to  recruit  a  new  group  of  HHAs  to  participate  in 
Phase  2  of  the  demonstration,  which  will  test  a  "per-episode"  payment  method. 

Description  of  the  Per-Visit  Payment  Method 

HHAs  that  participate  in  Phase  1  of  the  demonstration  are  randomly  assigned  to  either 
the  per-visit  prospective  payment  method  or  a  control  group  that  continues  to  be 
reimbursed  in  accordance  with  the  current  retrospective  cost  system.    The  per-visit 
method  involves  the  following  elements: 
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°  ^A  SCtS  a  schedule  of  six  rates  Per  ^sit  for  each  agency  -  one  for  each  of  the 
Medicare-reimbursable  visit  types  (skilled  nursing,  physical  therapy,  occupational 
therapy,  speech  therapy,  home  health  aide,  and  medical  social  services). 

o  The  first-year  prospective  payment  rates  for  each  provider  are  based  on  the  HHA's 
own  Medicare  allowable  costs  in  a  "base  year"  (i.e.  the  12-month  period  prior  to  the 
HHA  entering  the  demonstration).   This  principle  is  designed  to  encourage  both  high 
and  low  cost  providers  to  participate  in  the  demonstration.   Since  an  agency's  base 
year  cost  report  will  not  have  been  reviewed  or  settled  by  the  Medicare  fiscal 
intermediary  at  the  time  the  HHA  enters  the  demonstration,  HCFA  will  compute 
provisional  (tentative)  payment  rates  based  on  the  HHA's  previous  cost  reports 
These  provisional  rates  will  be  replaced  by  final  first-year  payment  rates  as  soon  as 
the  base  year  cost  report  has  been  settled. 

o  Rates  for  the  second  and  third  years  of  the  demonstration  will  not  be  recalibrated  on 
the  basis  of  actual  costs  during  the  demonstration,  but  will  be  based  on  the  first-year 
payment  rates  with  an  adjustment  for  inflation.   Adjusting  rates  for  actual  costs 
would  penalize  HHAs  that  reduce  costs  in  early  years  of  the  demonstration  and 
reward  agencies  that  do  not. 

o  If  the  number  of  visits  provided  by  an  HHA  in  any  year  increases  or  decreases 
significantly  compared  to  the  volume  of  Medicare  visits  furnished  in  its  base  year, 
then  the  agency's  rates  for  that  year  will  be  adjusted  retroactively.    (This  adjustment 
recognizes  that  providers'  overhead  costs  do  not  rise  (fall)  at  the  same  rate  as  then- 
direct  costs  when  volume  increases  (decreases). 

o  Durable  medical  equipment  and  ambulatory  services  (e.g.,  outpatient  physical 
therapy)  not  provided  under  a  home  health  plan  of  treatment  will  continue  to  be 
reimbursed  in  accordance  with  current  Medicare  reimbursement  principles. 

o  Because  of  HHAs'  concern  about  the  risk  of  financial  losses  under  prospective 
payment  due  to  certain  extraneous  factors  affecting  their  costs,  as  well  as  the  lack  of 
prior  experience  with  payment  approaches  of  this  type,  HCFA  will  reimburse  these 
agencies  for  losses  in  excess  of  5  percent  of  their  Medicare  allowable  costs,  but  not 
to  exceed  the  Medicare  reasonable  cost  limits.    Since  we  are  sharing  in  losses,  HCFA 
also  will  share  in  agency  profits. 

Description  of  the  Per-Episode  Payment  Method 

Because  the  per-episode  payment  method  is  subject  to  change  before  the 
implementation  of  Phase  2,  it  is  not  described  in  detail  here.    In  general,  as  currently 
designed  this  method  will  involve  a  single  payment  for  all  Medicare-covered  home 
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health  services  furnished  during  the  first  120  days  of  an  episode  of  home  health  care 
Urn  payment  rate  would  be  subject  to  an  annual  adjustment  to  reflect  changes  in  the 
HHAs  case  mix. 

Sampling  Design 

The  study  design  for  Phase  1  calls  for  selection  of  67  HHAs  from  5  States  (California 
Honda,  Illinois,  Massachusetts,  and  Texas)  to  participate  in  the  demonstration.   Within 
each  State,  HCFA  plans  to  select  12  HHAs  located  in  urban  areas  -  4  from  each  of  the 
tallowing  categories:    (1)  free-standing  voluntary  and  nonprofit  agencies,  (2) 
free-standing  proprietary  agencies,  and  (3)  hospital-based  agencies.   We  will  randomly 
select  agencies  from  each  category  and  assign  them  to  the  per-visit  payment  method  or 
the  control  group. 

In  addition,  seven  HHAs  located  in  rural  areas  in  one  or  two  of  these  States  will 
participate.  These  agencies  also  will  be  randomly  assigned  to  the  per-visit  method  or 
the  control  group. 

Operational  Activities 

o  Blue  Cross  of  South  Carolina  is  serving  as  the  Medicare  fiscal  intermediary  for  all 
HHAs  (including  the  control  groups)  in  the  demonstration. 

o  HCFA  will  award  a  contract  to  conduct  ongoing  quality  assurance  reviews  of  a 
sample  of  patient  records  from  each  participating  HHA 

o  All  participating  HHAs  (including  control  group  HHAs)  must  complete  a  one-page 
intake  form  for  each  Medicare  patient.   This  form  will  contain  additional  patient 
data  not  collected  through  the  existing  HCFA  plan  of  treatment  and  medical 
information  forms. 

CURRENT  STATUS 

HHAs  that  agree  to  participate  begin  operating  under  the  demonstration  at  the 
beginning  of  their  next  fiscal  year.    The  demonstration  began  operations  on  October  1 
1990.   As  of  August  1991,  46  HHAs  had  signed  agreements  to  participate  in  the 
demonstration.    Recruitment  of  additional  HHAs  will  continue  through  September  1991. 

EVALUATION 

HCFA  has  awarded  a  contract  to  Mathematica  Policy  Research,  Inc.  (MPR)  to  evaluate 
the  first  phase  of  the  demonstration  (the  per-visit  payment  method)  and  to  recommend 
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refinements  to  the  per-episode  method,  based  on  MPR's  initial  findings,  prior  to 
implementation  of  the  project's  second  phase. 


MEDICARE  ALZHEIMER'S  DISEASE  DEMONSTRATION 
PROJECT  DESCRIPTION 


BACKGROUND 


Lle^s  DkeJ  A      g  Admmstration  (HCFA)  has  implemented  the  Medicare 
Alzheimer  s  Disease  Demonstration  in  response  to  section  9342  of  Public  law  99-509 

Shecr?tr^S     ^  *econciliati°n  A«  *  1986  (OBRA-86),  which  directed  the 

SSSSSf  dem°rati°n  Pr°JeCtS  t0  detennine  *■  effectiveness,  cost  and 
SSSw   h        8  0OmI«?CMwe  se™«*  to  Medicare  beneficiaries  who  are  victims  of 
Alzheimer  s  disease  or  related  disorders.  The  legislation  specified  that  the  project  s^l 
be  conducted  over  a  period  of  3  years,  and  that  sites  must  be  geograpmcluyXtre 

cce^le  toT  ^  a  ^  rPOrti°n  °f  MediCare  ^neficiarles^  in  Z^fy 
accessibte  to  a  significant  number  of  beneficiaries.   The  legislation  authorized  the 
expenditure  of  up  to  $40  million  from  the  Medicare  Part  B  trust  funds  for  the 

WolTnZ  ZT   IntN°Vember }"°>  the  0m**-  Budget  Reconcihation  Act  of 
to  $55  Son         dem°nstratlon  to  4  y™*  ^d  increased  the  authorized  expenditures 


to  $55  million, 
PROJECT  DESIGN 


Requirements  for  participation  m  this  demonstration  include:   enrollment  in  both 
rart  A  and  Part  B  of  Medicare,  a  primary  diagnosis  of  Alzheimer's  disease  or  related 
disorder,  and  participant  residence  within  the  demonstration  site's  catchment  area. 

The  services  that  may  be  provided  under  this  demonstration  include:  case  management- 
home  and  community-based  services  such  as  adult  day  care  and  personal  care  series 
and  education  counseling,  respite,  and  other  supports  for  the  primary  informal 
caregiver  (the  family  member  who  provides  the  most  informal  care)  of  the  Alzheimer's 
patient.   Innovation  in  the  delivery  of  specific  services  is  encouraged;  all  project  sites 
operate  within  uniform  parameters  established  by  HCFA. 

w^dnfT!,trati0n  deSr  CaUS  f°r  t6Sting  °f  ^  models  that  involve  ^nations  in  the 
level  of  Medicare  reimbursement  and  the  intensity  of  case  management. 

ModeLA  provides  Medicare  reimbursement  for  a  wide  range  of  community 
services  specified  above  within  an  overall  monthly  expenditure  cap  of  $300  for 
each  client.   This  model  will  provide  information  on  what  services  are  needed  by 
Alzheimer  s  clients  and  their  caregivers,  the  costs  and  benefits,  and  how  these 
vary  for  different  types  of  clients  and  caregivers.    These  sites  will  operate  with  a 
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case  manager-to-client  ratio  of  1:100. 


Model_B  includes  the  same  range  of  direct  services  as  Model  A,  but  with  a 
higher  overall  monthly  expenditure  cap  of  $500  per  client.   The  difference  in 
reimbursement  levels  between  the  two  models  will  provide  information  about  (1) 
the  effects  of  reimbursement  on  desired  impacts,  (2)  which  services  are 
considered  most  essential  to  these  families  and  how  these  vary  across  different 
types  of  clients  and  caregivers,  and  (3)  whether  families  are  willing  to  purchase 
additional  services  using  out-of-pocket  funds  when  the  availability  of  these 
services  has  been  improved.   In  addition,  Model  B  sites  will  operate  with  a  case 
manager-to-client  ratio  of  1:30  in  order  to  observe  the  effects  of  different  levels 
of  case  management  intensity  on  site  operations  and  family  impacts. 

Under  both  models  HCFA  pays  80  percent  of  the  costs  of  direct  services,  with  clients 
responsible  for  a  20  percent  copayment.    (Clients  who  are  Medicaid  recipients  are  not 
responsible  for  copayments.)     HCFA  pays  the  full  cost  of  certain  services  including 
case  management  and  training  of  caregivers.   To  receive  payments,  all  sites  submit 
claims  and  cost  reports  to  HCFA 

Both  models  permit  a  wide  range  of  direct  services  to  allow  sites  flexibility  in  working 
with  local  resources  to  meet  individual  needs.   The  difference  in  the  service  funding 
level  across  the  two  models  will  provide  estimates  of  the  differential  impacts  of 
alternative  levels  of  caps  in  Medicare  expenditures. 

HCFA  expects  to  serve  a  total  of  approximately  2,400  patients  during  the 
demonstration,  with  an  equal  number  of  patients  randomly  assigned  to  a  control  group. 

CURENT  STATUS 

The  following  eight  demonstration  sites  were  selected  through  a  competitive  process 
during  1988:  r 

Organization  Location 

Model  A: 

Carle  Clinic,  PA.  Urbana?  minois 

Good  Samaritan  Medical  Center  Portland,  Oregon 

Monroe  County  Long  Term  Care  Program,  Inc.  Rochester,  New  York 

Northeast  Community  Mental  Health  Center  Memphis,  Tennessee 
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Model  B: 

Amherst  H  Wilder  Foundation  St.  Paul,  Minnesota 

Cincinnati  Area  Senior  Services,  Inc.  Cincinnati,  Ohio 

Miami  Jewish  Home  and  Hospital  for  the  Aged  Miami,  Florida 

Wood  County  Senior  Citizens  Association,  Inc.  Parkersburg,  West  Virginia 

The  sites  began  planning  and  development  activities  for  the  project  in  May  1989 
Enrollment  of  charts  and  provision  of  services  to  patients  began  in  December  1989  and 
will  continue  through  April  1990.   Sites  will  continue  to  build  up  their  client  caseloads 
tough  October  31,  1991.   The  sites  will  operate  at  their  full  caseloads  through 
December  1992  to  permit  the  collection  of  information  necessary  to  evaluate  the 

?r°JeCt*  SfV?"  bC  PhSSed  °Ut  °f  the  pr°ject  over  a  5"month  Period  beginning  in 
January  1993.   The  demonstration  will  end  in  May  1993. 


EVALUATION 


HCFA  awarded  a  contract  in  September  1989  to  the  University  of  California  San 
Francisco  for  an  mdependent  evaluation  of  the  demonstration.   Some  of  the  questions 
that  the  evaluation  will  address  include:    (1)  What  factors  are  associated  with  the  cost- 
effectiveness  and  impact  on  health  status  of  providing  expanded  services  to  Medicare 
beneficiaries  with  Alzheimer's  disease  or  a  related  disorder  and  their  caregivers'- 
(2)  What  are  the  effects  of  the  provision  of  an  expanded  range  of  services,  including 
caregiver  support  and  counseling  services,  on  caregiver  burden?;  and  (3)  What  are  the 
effects  of  alternative  reimbursement  caps  on  service  utilization  and  on  the  distribution 
of  the  burden  of  cost  for  public  and  private  payors? 

The  evaluator  also  provides  technical  assistance  to  the  sites  in  order  to  assure 
consistency  of  the  data  being  collected  for  the  evaluation. 


COMMUNITY  NURSING  ORGANIZATION  DEMONSTRATION 
PROJECT  DESCRTPTTON 


BACKGROUND 

The  Community  Nursing  Organization  (CNO)  demonstration  is  being  developed  in 

7?o*f  5L SeCti°n  4°79  °f  P-L-  100-203'  the  °mnibus  Bud8et  Reconciliation  Act 
ot  1987.  This  section  directs  the  Secretary  to  conduct  demonstration  projects 
testing  payment  under  the  Medicare  program  for  services  furnished  to  Medicare 
beneficiaries  by  CNOs.   The  statute  directs  that  the  demonstration  be  conducted  at 
tour  or  more  sites.  The  congressional  mandate  specifies  general  eligibility  criteria 
tor  organizations  that  may  provide  services  and  receive  payment  under  the 
demonstration.   For  example,  the  CNOs'  operating  policies  must  be  established  by 
a  governing  board  on  which  a  majority  of  members  are  nurses.   The  Health  Care 
Financing  Aclministration  (HCFA)  is  to  provide  payment  to  CNOs  on  a  prepaid, 
capitated  basis  for  Medicare  covered  home  health  services,  durable  medical 
equipment,  and  certain  ambulatory  care  furnished  to  Medicare  beneficiaries  who 
enroll  in  a  CNO.  The  legislation  defines  a  capitated  payment  method  that  is 
modeled  after  the  AAPCC  used  to  pay  HMOs,  but  also  specifies  that  at  alternative 
capitated  payment  approach  (to  be  developed  in  conjunction  with  an  outside 
advisory  panel)  is  to  be  implemented  at  one  or  more  of  the  sites.   The  legislation 
specifies  that  CNOs  will  operate  under  at-risk  or  other  cost  limiting  arrangements. 

PROJECT  DESTftN 

The  design  of  this  project  is  being  performed  by  the  People-to-People  Health 
Foundation  (Project  HOPE)  under  a  research  center  cooperative  agreement  with 
HCFA.   HCFA  and  Project  HOPE  are  working  to  establish  organizational 
requirements  and  standards  for  CNOs,  define  the  specific  services  that  are  to  be 
included,  develop  a  detailed  methodology  for  computing  payment  rates,  and 
prepare  an  implementation  plan  and  evaluation  strategy  for  the  demonstration 
project.   The  American  Nurses'  Association,  as  a  subcontractor  to  Project  HOPE, 
helped  develop  several  key  components  of  the  proposed  design. 

Our  current  plans  will  allow  a  variety  of  health  care  organizations  such  as  home 
health  agencies,  health  maintenance  organizations  (HMOs),  and  ambulatory  nursing 
programs  which  meet  criteria  specified  by  HCFA  to  apply  to  serve  as 
demonstration  sites.    CNOs  will  be  paid  for  providing  the  community  nursing  and 
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ambulatory  care  services  to  Medicare  enrollees  under  one  of  two  capitated  payment 
methodobgies.   The  basic  method  will  adjust  the  CNO's  monthly  parent  based  on 
me  enrollee  s  age,  sex,  and  prior  use  of  home  health  and  hospital  services    The 
alternative  payment  method  also  will  adjust  payments  based  on  the  measures  of  the 
enrollee  s  functional  status. 

CURRENT  STATUS 

foof A  hT  t0  C°mplete  the  bask  dements  of  *»  ProJect  desig°  in  the  Spring  of 
iyyi  and  then  announce  a  contract  solicitation  in  order  to  give  interested 

organizations  an  opportunity  to  submit  applications  to  become  demonstration  sites 

As  required  by  the  statute,  contracts  will  be  awarded  to  at  least  four  sites  if  enough 

acceptable  applications  are  received.   These  contracts  will  involve  a  12-month 

developmental  period  in  which  the  contractors  will  develop,  for  HCFA  review  and 

approval,  a  series  of  protocols  and  plans  describing  the  detailed  procedures  for 

operating  the  CNO  site.   At  the  end  of  this  period,  once  HCFA  approves  all  these 

deliverables,  HCFA  and  the  CNO  will  enter  into  a  demonstration  provider 

participation  agreement  to  conduct  a  3-year  demonstration  of  the  CNO  sites    Our 

implementation  schedule  for  the  project  calls  for  release  of  a  Request  for  Proposals 

in  September  of  1991  and  award  of  contracts  in  early  1992,  with  the  operational 

phase  of  the  demonstration  beginning  in  early  1993. 

EVALUATION 

HCFA  plans  to  award  a  contract  for  an  independent  evaluation  of  the 
demonstration  in  early  1992. 


PRIOR  AND  CONCURRENT  AUTHORIZATION  DEMONSTRATIONS 

PROJECT  PFSrHTPTTOM 

BACKGROUND 

rami  986W0enPUbHC^  ""509'  thC  0mnibUS  Bud8et  Conciliation  Act  of  1986 
nHnr^H  }'   ^  ^Secretary  to  conduct  a  demonstration  program  concerning 

prior  and  concurrent  authorization  for  post-hospital  extended  care  and  home  hS 
services  furnished  under  the  Medicare  program. 

This  legislation  responded  to  concerns  expressed  by  home  health  agencies  (HHAs)  and 
^nnZ^  ^tieSiSNF)  that  ™*er  the  current  system  of  Medicare  £-2  they 
can  not  adequately  predict  what  services  the  fiscal  intermediaries  (FIs)  will  deny  as 

™Ctrf       T  hypo!!!esized  that  Prior  authorization  and  concurrent  authorization 
payment  approaches  would  reduce  the  number  of  services  denied  without  increasing 
Medicare  expenditures.   Under  prior  authorization,  providers  submit  treatment  pla£  to 
FIs  for  review  moor  to  the  start  of  care;  under  concurrent  amhnri^nn  pians  £ 
treatment  are  submitted  at  the  time  that  care  begins.   In  both  approaches,  the  provider 
receives  notification  from  the  FI  about  the  number  of  services  that  will  be  covered 
This  provides  greater  certainty  about  coverage  and  payment  before  services  are  given. 

Section  9305  of  OBRA-86  required  that  the  demonstration  include  at  least  four  projects 

Ta,    ♦  "T?  by  JanUaiy  *'  1987'   "H*  law  fertber  stated  "*  that  the  Secretary  must 
evaluate  the  demonstration  and  report  the  findings  to  Congress.  The  evaluation  was 
required  to  address  (1)  the  administrative  and  program  cost  for  prior  and  concurrent 
authorization  compared  to  the  current  system  of  retroactive  claims  review,  (2)  the 
impact  on  access  and  availability  of  post-hospital  services  and  timeliness  of  hospital 
discharges  and  (3)  the  accuracy  and  cost  savings  of  payment  determinations  and  rates 
ot  claims  demals  compared  to  the  current  system. 

PROJECT  DESTON 

The  Health  Care  Financing  Administration  (HCFA)  fulfilled  this  requirement  through 
the  implementation  of  two  projects: 

°      HHA  Concurrent  Authorization  Project    Before  the  OBRA-86  legislation,  HCFA's 
Bureau  of  Program  Operations  (BPO)  already  was  preparing  to  conduct  a  pilot 
project  testing  concurrent  authorization  for  HHA  services.  The  HHA  Concurrent 
Authorization  Project  was  implemented  in  July  1987  at  two  Medicare  FIs-Illinois 

^5r°?  n nd  NCW  MexiC°  Blue  Cross-    HHAs  in  Illinois  and  ^  five  States  in 
HCbAs  Dallas  Region  (Arkansas,  Lousiana,  New  Mexico,  Oklahome,  and  Texas) 
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could  voluntarily  participate  by  submitting  concurrent  authorization  requests  to 
their  Fb  for  some  or  all  of  the  Medicare  patients.   The  HHAs  were  required  to 
submit  the  concurrent  authorization  request  to  the  FIs  within  7  days  after  the 
patients  care  began.   All  visits  prospectively  approved  by  the  FI  under  the 
concurrent  authorization  process  would  be  automatically  paid  when  the  HHA 
submitted  a  claim  to  HCFA   Visits  in  excess  of  the  concurrent  authorization  were 
eviewed  under  the  FI's  usual  Medicare  retrospective  medical  review  process,  and 

be  n^ered  *  *****  °f  V2m™X  °f  "*  °f  theSe  Services  found  t0 

°      SNF  Prior  and  Concurrent  Authorization  Demnn^nn   A  separate  demonstration 
was  conducted  with  two  other  Medicare  FIs,  Blue  Cross  of  Indiana  and  Blue  Cross 
ot  lennessee,  to  test  prior  and  concurrent  authorization  for  SNF  services  in  two 
areas  in  Indiana  and  Tennessee.   Eligible  Medicare  beneficiaries  who  were 
hospitalized  and  believed  to  require  Medicare  covered  SNF  care  were  randomly 
assigned  to  a  treatment  group  (that  was  eligible  for  prior  or  concurrent 
authorization)  or  a  control  group  based  on  the  last  digits  of  the  beneficiary's 
Medicare  claim  number.   Either  the  discharging  hospital  or  the  admitting  SNF 
could  request  prior  authorization  for  an  eligible  beneficiary  before  the  beneficiary 
entered  the  SNF  or  concurrent  authorization  at  the  time  of  admission. 

HCFA  awarded  a  contract  to  Lewin  and  Associates  to  assist  in  these  initiatives.   The 
tasks  earned  out  by  Lewin  under  this  contract  with  HCFA  included: 

establishing  an  advisory  panel  of  representatives  from  health  care  professaionals 
providers,  intermediaries,  and  beneficiaries  as  required  by  OBRA-86; 

designing  and  carrying  out  an  evaluation  of  the  HHA  Concurrent  Authorization 
Project  implemented  by  BPO;  and 

-       designing,  implementing,  and  evaluating  the  SNF  Prior  and  Concurrent 
Authorization  Demonstration. 

CURRENT  STATUS 

The  HHA  Concurrent  Authorization  Project  began  operating  in  July  1987  and  continues 
to  operate  in  Illinois  and  the  Dallas  Region.   Approximately  45  percent  of  HHAs  in  the 
Dallas  Region  and  25  percent  of  HHAs  in  Illinois  participated  during  the  first  year 
Participation  rates  of  HHAs  varied  widely  by  size  and  type. 

The  SNF  Prior  and  Concurrent  Authorization  Demonstration  began  operating  in  two 
areas  in  Indiana  and  Tennessee  in  September  1989  and  ended  in  November  1990.   The 
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^stratioenSSe£i  W°  ******  *"  ***  °T  C°nCUrrem  authori~*°n  during  the 


EVALUATION 


The  evaluation  by  Lewin  of  the  HHA  project  examined  the  two  sites  separately. 
Matched  samples  of  participating  and  nonparticipating  HHAs  in  the  two  areas  were 

rri;  C°ntr0Umg  f°r  thCir  patientS'  chara^ristics.   Essentially,  the  evaluation 
found  that  concurrent  authorization  was  popular  with  HHAs  when  implemented  on  a 
voluntary  basis and  had  little  impact  on  access  to  home  health  care,  utilization  of 

fJZf'f  ^  T  exDenditures'   Le**"  Verted  additional  data  during  1990  for  a 

limited  follow-up  evaluation  that  will  be  completed  in  1991.   A  Report  to  Congress 
describing  the  total  project  design  plus  the  evaluation  findings  related  to  the  HHA  pilot 
was  submitted  to  Congress  in  1990.  ^^  P 

Lewin's  evaluation  of  the  SNF  demonstration  and  a  follow-up  evaluation  of  the  later 
experiences  under  the  HHA  project  are  scheduled  to  be  completed  in  late  1991. 


DEVELOPMENT  OF  OUTCOME-BASED  QUALITY  MEASURES  FOR  HOME 

HEALTH  SERVICES 

PROJECT  DESrRTPTrnM 
BACKGROUND 

With  the  rapid  increase  in  the  number  of  elderly  persons  and  the  increased  availability 
of  funding  for  home  health  services  through  Medicare,  Medicaid,  and  other  programs 
home  care  services  have  expanded  over  the  past  two  decades,  leading  to  considerable 
changes  m  systems  for  providing  and  paying  for  home  health  services.   The  increased 
utilization  and  demand  for  home  health  care  has  led  to  concerns  about  the  quality  of 
these  services  and  the  desire  to  identify  efficient,  reliable,  and  valid  ways  to  monitor 
and  evaluate  services  to  ensure  that  adequate  care  is  provided.   The  principal  goal  of 
this  51-month  project  is  to  develop  and  pilot  test  measures  of  quality  for  home  health 
services  based  on  patient  outcome  measurements  that  look  at  the  end  results  of  the 
delivery  of  services. 

The  purpose  of  this  project  is  to  develop  and  test  outcome-based  measures  or 
indicators  of  quality  (QIs)  for  Medicare  home  health  services.   The  measures  are  to  be 
reliable  and  valid  for  use  in  monitoring  and  comparing  quality  of  home  health  care 
across  agencies  recognizing  possible  confounding  factors  such  as  differences  in  HHAs' 
case-mix.   In  selecting  outcome  measures,  the  contractor  will  consider  a  broad  range  of 
possible  approaches  including  health  and  functional  status  measures.   In  addition, 
HCFA  plans  to  test  both  outcome  measures  that  are  linked  to  specific  diagnostic 
conditions  and/or  services  and  more  broadly  based  measures,  as  well  as  both  measures 
that  are  more  precise  in  the  information  provided  and  others  which  are  more 
operationally  practical  and  less  costly  to  administer. 

If  the  measures  are  found  to  be  reliable,  valid,  and  practicable  in  terms  of  operational 
feasibility  and  cost,  then  they  could  be  used  by  HCFA  in  the  future  in  a  variety  of 
ways;  e.g.,  outcome  measures  could  be  incorporated  into  the  current  HCFA  survey 
and/or  peer  review  process;  new  quality  assurance  systems,  possibly  using  incentives  or 
sanctions,  could  be  established;  or  the  measures  could  be  used  to  assure  quality  under 
alternative  payment  systems  for  HHAs. 


PROJECT  DESIGN 


The  project  is  divided  into  three  major  phases:  1)  a  12-month  design  and  development 
period;  2)  a  24-month  implementation  period  consisting  of  a  full-scale  test  of  the 
instruments;  and  3)  a  15-month  period  for  completion  of  data  collection,  analysis,  and 
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final  report  preparation. 

o      The  design  phase  involves: 

-  design  and  development  of  outcome-based  QIs  for  Medicare  Home  Health 
services; 

-  development  of  instruments  to  collect  the  required  data; 

-  conduct  of  a  pilot  test  to  assess  reliability  and  validity  of  the  measures. 

o      The  implementation  phase  involves  several  rounds  of  data  collection  using  the 
instruments  every  6  months  on  a  large  scale  sample  of  home  health  agencies 

(HHAs);  ° 

o      The  analysis  phase  includes: 

-  completion  of  data  collection  from  sources  such  as  the  claims  files; 

-  analysis  of  the  data  to  assess  reliability  and  validity,  how  patient  outcomes  vary, 
and  how  variations  are  related  to  differences  in  patient  status  and  HHA 
characteristics; 

-  preparation  of  final  reports. 
CURRENT  STATTTS 

The  project  was  awarded  in  September  1988  to  the  Center  for  Health  Policy  Research 
affiliated  with  the  University  of  Colorado.   The  Center  has  prepared  literature  reviews 
that  describe  existing  quality  assurance  approaches  and  programs,  an  initial  concept 
paper  presenting  the  proposed  approach  to  carrying  out  the  study,  and  a  report  of  the 
demonstration  design.    In  addition,  the  Center  has  completed  an  initial  data  collection 
phase  used  to  pilot-test  proposed  measures  and  instruments.    Based  on  this  process,  the 
Center  has  refined  its  proposed  measures  and  data  collection  instruments  and  will 
undertake  a  second  phase  of  data  collection  in  early  1990. 

Under  this  study,  Colorado  has  developed  the  Quality  Indicator  Groups  (QUIGS) 
classification  for  Medicare  home  health  patients.    All  Medicare  HHA  patients  can  be 
classified  into  at  least  one  of  16  groups.    For  each  group,  a  set  of  no  more  than  20 
quality  indicators  was  identified  to  assess  adequate  quality  of  care  for  patients  in  the 
group.    These  indicators  include  both  measures  of  patient  outcomes--e.g.,  functional 
status,  health  staus,  patient  knowledge  and  skill,  family  caregiver  strain,  unmet  needs, 
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satisfaction,  and  utilization  of  other  services~and  process  measures  (standards  for  the 
type  and  number  of  home  health  services,  adequacy  of  patient  teaching,  and 
appropriate  referrals  to  other  service  providers). 

EVALUATION 

The  key  research  questions  that  the  study  will  address  are: 

1.  What  is  the  appropriate  balance  between  structural,  process,  and  outcome  measures? 

2.  Is  it  possible  to  develop  outcome-based  measures  of  quality  that  are  reliable  and 
valid/  It  so,  how? 

3.  What  are  the  differential  impacts  of  different  types  of  outcome  measures  on  the  data 
collection  and  administrative  costs  for  HCFA  and  the  HHAs?   Are  there  costs  to  the 
beneficiaries,  e.g.,  are  home  visits  intrusive? 

4  How  are  differences  in  patient  outcomes  related  to  differences  in  patient 
characteristics,  and  could  case-mix  differences  be  recognized  in  outcome-based  QIs? 

5  Is  it  feasible  to  develop  methods  of  measuring  quality  that  encompass  a  broad  range 
of  services  provided  in  the  home  by  more  than  one  provider;  for  example,  skilled 
services,  personal  care,  and  other  social  and  supportive  services? 

6.  Are  different  types  of  quality  measures  needed  for  different  types  of  care  provided 
by  a  single  agency  e.g.,  traditional  skilled  care,  "high  tech"  services  such  as  oxygen 
therapy  and  enteral  therapy,  and  nonskilled  services  such  as  personal  care? 

7.  Does  a  system  of  reporting  outcome  scores  to  HHAs  lead  to  changes  in  HHAs' 
behavioral  practices  and  to  the  quality  of  care;  particularly  for  the  outcome  measures  of 
health  and  functional  status?  What  is  the  impact  of  total  use  and  costs  of  health  care? 


HOME  HEALTH  CARE  PATIENT  CLASSIFICATION  PROJECT 
PROTECT  nFSrttTPTTnv 
BACKGROITNTt 

^  V987'  thC  HCalth  Care  Financing  Administration  (HCFA)  awarded  a  2-year 
nZ*«T  7e<lment  t0  the  Georgetown  University  School  of  Nursing  to  develop  a 
method  for  classifying  and  assessing  Medicare  patients  receiving  care  irl  certified  home 
heahh  agencies  (HHAs)  that  will  predict  their  resource  requirements  and  mfa!ure 
outcomes  of  the  care  they  receive.  The  project  is  being  co-sponsored  by  the  National 
Association  for  Home  Care  (NAHC). 

The  project  will  collect  and  analyze  a  broad  range  of  information  about  Medicare  home 
health  agencies  in  order  to  identify  which  characteristics  are  important  in  predicting 
patient  resource  use  and  costs.  The  specific  goals  of  this  project  are: 

development  of  an  instrument  for  assessing  and  classifying  home  care  patients  that 
will  categorize  patients  according  to  their  need  for  nursing  and  other  home  care 
services. 

measurement  of  the  outcomes  of  care  provided  and  the  development  of  a 
quantitative  outcome  measurement  tool. 

design  of  a  computer  application  to  use  the  developed  measurement  tools, 
development  of  a  data  base  for  case-mix  research. 
PROJECT  PFSTCN 

An  abstract  form  from  a  previous  pilot  study  conducted  by  Georgetown  was  revised  and 
iurther  tested  in  abstracting  data  retrospectively  from  1,000  HHA  patients  in  a  selected 
sample  of  10  agencies.   The  results  were  then  reviewed  to  refine  the  abstract  form  and 
insure  that  all  relevant  indicators  of  resource  requirements  and  outcome  measures  were 
incorporated  into  an  abstract  that  was  used  to  collect  data  from  the  home  health 
records  of  approximately  10,000  recently  discharged  Medicare  patients.    The  records 
will  be  drawn  from  a  national  sample  of  approximately  600  certified  HHAs,  stratified  by 
size,  ownership,  and  geographic  location.   The  data  will  be  analyzed,  using  multivariate 
statistical  techniques,  to  determine  which  variables  are  most  predictive  of  resource 
requirements. 
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The  selected  relevant  variables  will  be  incorporated  into  an  assessment  tool  and  a 
case-mix  classification  tool  that  categorizes  patients  according  to  predicted  resource 
requirements.   Patient  responses  to  home  health  care  will  also  be  examined  and 
evaluated  as  indicators  of  patient  status  changes  to  develop  a  quantitative  outcome 
measurement  tool.   Finally,  a  computerized  system  will  be  designed  to  facilitate  efficient 
use  of  the  assessment  and  classification  system  and  outcome  measurements. 

CURRENT  STATTTS 

The  preliminary  abstract  form  was  reviewed  and  critiqued  by  a  panel  of  experts 
resulting  in  refinement  of  the  form  which  was  then  pretested  during  February  and 
March  1988.   In  the  pretest,  data  was  collected  from  approximately  200  discharged 
Medicare  patient  records  from  12-14  HHAs.   The  results  of  the  pretest  were  used  to 
perform  a  preliminary  data  analysis  which  was  reviewed  by  the  panel  of  experts  who 
suggested  further  refinements  to  the  abstract  form  to  be  used  to  collect  data  for  the 
national  survey. 

In  September  1988,  letters  were  sent  to  the  selected  sample  of  HHA  agencies 
requesting  their  participation  in  the  study.   As  agencies  agree  to  participate  in  the 
study,  abstracts  were  sent  with  instructions  to  the  HHA  detailing  selection  of  the 
records  and  completion  of  the  forms.   More  than  8,000  completed  forms  were  returned 
to  Georgetown. 

In  June  1989,  due  to  the  underestimation  of  the  amount  of  time  needed  to  solicit 
follow-up,  clean  and  code  the  large  data  base  being  collected,  a  1-year  extension  and 
budget  supplement  was  approved  in  order  to  complete  the  project. 

The  project  was  completed  in  February  1991.   The  project's  final  report  has  been 
submitted  to  HCFA  and  is  being  reviewed.   HCFA  anticipates  that  the  data  base 
resulting  from  this  project  should  provide  valuable  information  for  future  research 
concerning  home  health  service  use. 


HOME  CARE  QUALITY  STUDIES 
PROJECT  DESCRIPTION 

BACKGROUND 

This  contract  was  funded  by  HCFA  to  conduct  research  within  the  following  two  areas: 
o         The  quality  of  long-term  care  services  in  community-based  and  custodial  settings; 

o  The  effectiveness  of  (and  need  for)  State  and  Federal  consumer  protections  which 
assure  adequate  access  to  and  protect  the  rights  of  Medicare  beneficiaries  who  are 
provided  long-term  care  services  (other  than  in  a  nursing  facility). 

PROJECT  DESIGN 

The  project  involves  a  series  of  studies  on  issues  related  to  access  to,  and  the  quality  of 
in-home  care  for  the  elderly,  including  traditional  home  health  services  reimbursed  by 
Medicare  and  Medicaid  and  personal  care  and  supportive  services.   Key  project  tasks 
include:  J 

(1)  Development  of  a  taxonomy  clarifying  the  various  objectives/goals  ascribed  to 
home  and  community-based  care,  which  evolve  from  the  various  perspectives  of 
consumers,  payers,  and  care  providers;  and  identification  of  potential  quality 
measures  for  each  category. 

(2)  Development  and  feasibility  testing  of  a  survey  design  which  would  measure  the 
extent  of  need  for,  and  adequacy  of,  home  care  services  for  the  elderly. 

(3)  A  study  of  variations  in  labor  supply  (and  wage/benefit  levels)  for  home  care 
paraprofessionals  (aides),  and  any  related  effect(s)  on  home  care  quality;  and 

(4)  Development  of  recommendations  to  improve  the  quality  of  home  and 
community-based  services  by  identifying  "best  practices"  and  promising  quality 
assurance  approaches.   The  contractor  will  prepare  several  reports  intended  to: 

(a)  identify  configurations  of  services  that  best  achieve  desired  outcomes; 

(b)  identify  best  practices  in  regard  to  State  or  private  quality  assurance  programs; 

(c)  develop  proposed  designs  for  relevant  demonstrations  (e.g.,  case  management 
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combined  with  home  care  services  vouchers;  State  regulatory  programs  for  quality 
assurance,  or  provider-focused  quality  assurance  approaches);  and  (d)  develop 
designs  for  additional  studies  and  demonstrations  that  would  be  useful  for  setting 
national  policy  on  home  care  service  entitlements,  access,  and  quality. 

CURRENT  STATUS 

The  contract  was  awarded  in  September  1989  to  the  University  of  Minnesota  School  of 
Public  Health,  with  Mathematica  Policy  Research,  Inc.  and  Brandeis  University 
designated  as  subcontractors.    (The  American  Bar  Association  serve  as  consultants  for 
the  component  which  addresses  consumer  protection  issues.)   The  period  of  performance 
for  the  contract  is  42  months. 

A  final  report  has  been  submitted  for  the  task  involving  development  of  a  taxonomy 
clarifying  the  objectives  ascribed  to  home  and  community-based  care.   The  other  contract 
tasks  are  in  various  stages  of  development. 


NATURAL  HISTORY  OF  POST-ACUTE  CARE  FOR  MEDICARE  PATIENTS 

PROJECT  DESrPTPTrnM 
BACKGROUND 

The  Post-Acute  Care  Study,  which  began  in  December  1986,  is  a  cooperative  agreement 
awarded  to  the  University  of  Minnesota  School  of  Public  Health  by  the  Health  Care 
Financing  Administration  (HCFA).   The  study  is  funded  jointly  by  two  offices  in  the 
Department  of  Health  and  Human  Services  -  HCFA  and  the  Office  of  the  Assistant 
LeCKrnaeryMDPlamiin8  "*  EvalUati°n-   TbKt  PrinciPal  Investigator  for  this  project  is  Robert 

The  study's  objective  is  to  examine  the  course  and  outcomes  of  post-hospital  care    After 
the  implementation  of  Medicare's  Prospective  Payment  System,  there  was  increased  interest 
in  the  post-acute  care  area  because  the  resulting  shorter  average  hospital  stays  were 
expected  to  increase  patients'  post-acute  care  utilization.   Data  were  needed  on  the  effects 
ot  these  new  patterns  of  care  on  patient  outcomes.   In  addition,  another  purpose  of  funding 
this  research  was  to  gather  information  about  decision-making  at  the  point  of  hospital 
discharge  and  the  types  of  patients  who  are  referred  to  the  various  post-acute  modalities  of 
care,  e.g.,  how  persons  referred  to  rehabilitative  hospital  care  differed  from  those  with  the 
same  diagnoses  referred  to  nursing  home  or  home  health  care. 

PROJECT  DESIGN 

This  study  has  two  major  components.   The  first  is  an  analysis  of  Medicare  claims  data  from 
1984-85  to  assess  differences  in  patterns  of  care  across  the  country  and  to  determine  the 
extent  of  substitution  where  various  forms  of  post-acute  care  services  are  more  or  less 
available.   This  provides  both  essential  background  data  about  post-acute  care  utilization 
and  costs  nationally,  and  a  method  of  cross-validating  the  more  detailed  case  history  data 
described  below.   The  analyses  of  Medicare  claims  data  has  largely  been  completed  and  a 
Report  entitled  "Medicare  Patients  and  Postacute  Care:  Who  Goes  Where?"  has  been 
prepared  by  the  subcontractor  for  this  portion  of  the  study,  the  RAND  Corporation. 

The  second  major  component  is  a  detailed  examination  of  clinical  cases  from  the  most 
common  hospital  diagnostic  related  groupings  associated  with  patients  receiving  post-acute 
care  in  a  few  selected  locations.    The  conditions  specifically  being  examined  in  the  clinical 
analyses  are  stroke,  chronic  obstructive  pulmonary  disease,  congestive  heart  failure,  hip 
fracture  and  hip  replacement.    The  three  locations  from  which  patients  were  obtained  for 
the  case  studies  are  Pittsburgh,  Houston,  and  Minneapolis/St.  Paul.    Fifty-two  hospitals 
participated  in  the  study  which  began  gathering  data  at  patient  discharge  in  1988.    Patients 
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and  caregivers  were  followed  up  with  interviews  six  weeks,  six  months,  and  one  year  after 
their  hospital  discharge  whether  the  patients  were  discharged  to  nursing  homes, 
rehabilitation  hospitals,  or  home.  The  results  of  direct  observation  of  selected  aspects  of 
patients  functional  ability  over  time  were  also  recorded. 

These  case  studies  will  provide  extensive  clinical  and  functional  information  about  the  kinds 
of  patients  who  receive  post-acute  care  and  what  happens  to  them.   In  addition  to  the 
observational  and  interview  data,  hospital  records  for  the  patients  in  the  study  which  were 
abstracted  under  a  subcontract  with  Boston  University  are  being  analyzed  in  order  to 
develop  measures  of  the  complexity  of  the  clinical  cases  using  a  modification  of  the  Medical 
Illness  Seventy  Grouping  System.   Medicare  and,  where  applicable,  Medicaid  data  are  being 
obtamed  for  the  patients  in  the  study.   In  all,  about  2600  patients  will  be  included  in  the 
case  studies. 

CURRENT  STATUS 

Analysis  of  the  data  currently  is  underway.   The  Final  Report  for  this  project  is  expected  in 
mid  1992.  r 
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